From:

04/1¢'7010 13: 11

#316 P.003/014

w7 @4r2/9810 - 88:31 | BESI945739 T HEALTH GARE FACILITY .= pR[ﬁ'?gE 0%}4{5'31{25010 he
- DEPARTMENT OF HEALTH AND HUMAN SERVICES * ~ Lf S'ff} 5/ D_Z#JIJW - FORM APPROVEB——
CENTERS FOR MEDICARE & MEDICAID SERVICES ’ y OMB NG, 5538-8301
STATEMENT OF DEFICIENCIES (X4} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE EONSTRUCTION (*3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
A, BUILDING
445291 B.WING : ' 04/07/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP CODE -
CENTER 395 INTERSTATE DRIVE
MA‘NGHESTER HEALTH CARE CEN MANCHESTER, TN 37355
SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION wey
%ﬁl& {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE CONE&L%I'ION
TAG REGULATORY OR LSG IDENTIFYIRG INFORMATION) TAG CROSS-REFERENGED TD THE APPROPRIATE
_ § DEFICIENCY) .
F 000 | INITIAL COMMENTS [5 D00 | *This Plar of Comection afilrms our aflegation that
. Manchester Hazlth Gare Centeris [n substantial
T . compliance with regulations and standards, This :
During annual recertification survey conducted Planpof Correction ﬁas been respactfully
Aprit 5 through April 7, 2040, al Manchester developed as requirad for eompliance with ;
Heslth Care Center, complaints TNODO1 8262, federal and state regulations. Tha Plan of
TNOGO18013 TNUODZOS":G“ TNODD20T Y 8, Caorrection does not constitute an admission of :
: ' ' “any deficient practice, admission or agreement of
m00p220'i:2. TN00024228, and m00025081 the provider {9 the truth of the facls alleged, or
weare investigated and no deficiencies were cited conclusions set farth In the statement of ]
in relafion to the complaints under 42 CFR PART deficiencies.” _ ]
482.13, Reguiraments for Lang Term Care, R _ :
F 254 | 483.45(h)(3) CLEAN BED/BATH LINENS IN F254; F284 411972010 |
88=¢ | GOOD CONDITION Corrective action: Cne hundred dozen wash :
. cloths ordered on 4/5/2010, They have been
The facility must provide clean bed and bath received and are in use. This aclion was i
linens that are in good condition. completed by the Director of Enviropmental i
' Servicas. ;
|
. . . Al residents have the potentia! to be affacted by '
This REQUIREMENT is not met as evidenced - this practice. Laundry staff was in-serviced on :
y: ‘ ) 4/13/2010 By Director of Environmental Servicas
Based on observation and interview the facility regarcing adequate level oftinen h;.ga; foba -
. provided to the residents. The Quality Assurance
fa“?dd to provide olean wash.doths for ai Teamn will be in-serviced 4/14/2G10 by
residents, Administrator to moniter for comments or issues
The findi inciuded regarding inadequate linen supply
2 fintings incluaed:
¢ Regarding measures put into place to ensure
s : = P othars will not be affected by the practlca; weekly
‘“te”'e.“.' during ﬁ‘? rESi.dem counoil n}emmg m rounds will be complated by the Environmentat
the activity room on April 8, 2010, at 1:45 p.m,, Services Director for adequate level of linen. An
revealed a shortage of wash cloths. in-service will be provided ta facllity staff on
) : 41 5!120;1‘:! loddiscuTs informing EVS if linen
Interview on April 8, 2010, at 2:33 p.m., on 100 supply s Inadequate.
hail, with ce_rhﬁ_ed nurse assistant#2 and #5 Asg for monitoring to ensure identified practice !
revealed a frequent shortage of wash cloths. does not fecur, watking raunds will be completed !
. ] by the Adminl;trator Manday - Friday to monfor ;
Observation on April 8, 2010, at 2:30 p.m. and for adequate linen supply. The audils performed !
3:60 p..; Aprl 7, 2010, at 7:45 am, and 5:15 by the EVS Director will be reported tothe
a.m., revealed the following: No wash eloths in &ﬁl‘“b?fé’a‘m"“w Resuts of the monitaring
R " pored to the QA Committes for anatysis
the "clean linen room”, and fewer th_an 6 wash . of findings. The Quality Assurance committes
cloths on the 500 and the 100 hall inen cans. consists of the following” Medical Director,
Administrater, DON, QA Nurse, Staff Nurse.
. 4k tha admi i ; Educator, Socla! Services. Direclor, Dietary
Interview with the adminisiratar on April 7, 2010, Director, Activites Direcior, Admissions ;
ORATORY DIRECTOR'S OR PROVID UFPLIER REPRESENTATIVE'S SIGNATURE Coordinator, MDS Coardinator, and Human
@M ; M ; _ j { i U}W*fa— fD}U 4, H 010 Resourcas Manager,
Any deficiency statement ending wilh n asterisk {* denctes & deficlency which e Institution may be exeused from carrecting providing i is determined that -
sthiy safeguards provide sufficlant protaction to tha patlents, (Sea instructions.} Except for nuirsing homes, the findings staled above are disclosable 80 days
folloving the date of survey whether or not & plan of corestion is provided, For nuwsing homes, tha above findings and plans of conruction are distlossble 4.

days following the date thase documonts ar made avallable to fhe faclity, If deficiencies are oited, an approvad plan of corection s requisila 15 continued
program parficipation. ) :
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at 11:30 a.m., in the conference room confirned
the frequent shottage of wash cloths,
F 281 483,20(%)(8){Q) SERVICES PROVIDED MEET Feg1l. F28 .
s8=0| PROFESSIONAL STANDARDS' 1 4/18/2010

The services provided ar arranged by the faciity
must meet professional standards of quality,

This REQUIREMENT Is nct met as evidenced

by:

Based on medical record review, observation,
and inferview, the facility failed fo follow the
physician's orders for one #14) of Menty—lwa
res:dents reviewed,

The findings includad:

Resident #14 was admitted fo the fadility on
March 13, 2008, with diagnoses including -
Alzheimer's Dementia and Cerebral Vascular
Acoident {stroke).

Medical record review of the Minimum Data Set
dated February 11, 2010, revealed the resident
had impaired short and long term memory, and
required assisiance with all activities of dally
fiving.

Medical record review of the Aprif 2010,
physician's orders revealed * . Apply geti sleeves
{skin protéctors) to hoth arms at ali times AW PM
Nee (night)..."

Observation on Aprit 7, 2010, at 7:10 a.m., and
7:40 am., in the resident's room, revealed the

resident in the bed without the geri sleeves on,

and mu[hple small brulses on the arms,

Cormactive action for resident affected included

~ applicalion of appropriate assistive device per the
physician’s orders and immediate individuai

i counseling and education with the staff providing
- gare for the resident on 4£7/2010 by the QA hurse

and Staff Education nurse,

. Random audits have been performed since
4712010, An in-service by RN Nurse Educator
an April 15, 2010 included following physicians
orders ta ensure that each residant recaivas
assistive devices te prevent accldents.

As for monitoring fo ensure that the identlfied
practice does not recur, random audits wiil
continue to be psrformad weekly % 4, monthly x3,
and then bi-annually by the RN QA coerdinater
and DON to determine i the physicians orders
are being followed and that the residents are
recaiving assislive devices to pravent accidents.

Resuits of this monfloring will ba reported to the
QA committee for anatysis of findings. Changes
will be made to the acffon plan based on analysis.
The QA committee consists of the foliowing:
Medical directer, Adminisirator, DON, QA Nurss,
Staff Nurse Educator, Sacial Services Director,
Dietary Dlrector, Activities Director, Admissions
Coordinator, MDS Coordinator, and Human
Resources Manager.
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Continued From page 2

COhbservation on April 7, 2010, at 8: 15a. m., in the
resident's room revealad Certified Nurse
Assistant #2 and #3 dressed the residentand
transferred the resident to the geri ¢hair, failed to
apply the ger sleaves, and Iaft the resldent’s
room.

Observation on Aptll 7, 2010, at 8:45 a.m., inthe
resident's room: reveaied the residentin the gexrd
chair without the geri sleeves applied.

Observation op April 7, 2610, 8t 10:40 am,, in the
achvity room with the Registered Nurse Steff
Edugation Coordinator revealed the resident
sitting in the geri chalr without the geri sleeves

Review of the Aptil 2010, physlician’s orders on
April 7, 2010, at 10:42 a.m., at the nurse's desk
with the Registered Nurse Staft Education
Coordinator and the Registered Nurse Quality
Assurance Coordinator confirmed the physician's
orders " ... Apply gerl sleeves {skin protectors} fo
both amms &t alf times AM PM Noc {night} ..."
Intdrvisw with the Registered Nurse Staff-—
Education Coerdinater at that time confirmed the
resident did not have the gari sleeves applied as
ordered by the physician,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The faciity must ensure that the resident
environment remains as free of acoident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent acsidents.

F 323
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: F32): 41192040
Th.rs REQUIREMENT is not met as evidenced Comective adtion included immediate individual
by. . ) counseling and education with CNA #1 and #2in
Based on medical recard review, observation, regards to proper transfer of the resident and
and interview, the facility failed to safely ransfer appropriate use of the lift by the QA nurse and
two (#1 #2) of twenly-4wo residents reviawad Staff Education nursa on 4/7/2010. The Wt and
' - : sling was immediately labeted do not use and
. 3 . ) ) then removed from the hall. The sling was
The findings included:: repaired by the end of the day and is now in
. . working order, Facility lifts and the sling buckles
Resident #1 was 2dmitted to the facdlity on were checked 41712010 and found to be in
October 30, 2609, with diagnoses including Publs working order at this time. .
Fract"'_re from a fall and Senite D.Bment'a' . As all residents had the potential to be affected
. : . . by this praciice, the facility performed a house
Medical record review of the Minimum Data Set vide audit on 4/7/2610 to ensure appropriate
(MDS) dated January 20, 2010, ravealed the resident transfers. All ifts and slings were
resident had impaired short temm riemory, checked and found to be in proper warking ordar.
impaired decision making ekills required An in-service for nursing staff was completed
! April 15, 2010 by RN Nurse Educator and
3_55!5'35“55 Wm'{ transfers, was non-ambulatory, included following Tesident pian of care regarding
' and had fallen in the past 31-180 days.. transfers and appropriate use of lifis. This is to
' ensure that each resident receives adequate
Chservation on April 8, 2010, at 7:05 a.m. supervision and assistance to prevent accidents
revealed Cerfified Nurse Assistant (GNA) #1 and '“?"ry'
assisted resident #1 fo sit on the side of the bed Monitoring will include random audits to be
withaut first placing a gait belt on the resident {o continued weekly x4, monthly x2, and then
assist with the transfer, CNA #1 fold the resident |- gu?ﬂer!v b); t:e RN_(?Angdt'}na_tortand ??&}o
[ : etermine if the residants ars being transfe.
to p;!t the ams around CNA #1 sga ist bUE. the appropriately and that lifts afe in working order
resident was not able to comply. Observation and are used comectly. This will ensure that the
revealed the CNA #1 pulled the resident off the identified practice does net recur and that our
side of the bed and the resident was unable to residents remain safe from injury.
stand well and started to slids down. The CNA
; . Results of this menitering will ba reported 1o the
waz able tO get the !'esndent to the front of th.e QA commitee for analysis of findings Changes
whéel chair preventing the resident from falling to will be made to the action plan based on analysis,
the fioor, ' The QA commitiee consists of the following™
. : tedical Director, Administrator, DON, QA Nurse,
Interview with CNA #1 on April 8, 2010 at 7:08 Staff Nurse Educator, Sociat Services Director,
3 N : Dietary Director, Activities Director, Admissions
a.m. in the residents raom confirmed the CNA Coordinator, DS Coordinator, and Human
should have used a transfer belt Resources Manager.
Resident #2 was admitted to the faciiity on
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Navember 8, 2008, with diagnoses inchuding
- Alzheimer's Dementia, Diabetes, and a History of
Colan Cancar., ' :

| Medicat racord review of the MDS dated February
5, 2010, revealed the resident had impaired short
and long term memory, impaired decision making
skills, and required assistance with all activities of
daily iving including transfers. - o

Observation an April 7, 2010, at 7:30 am., In
resident #2's room revesled CNA#2 assisted
realdent #2 1o the side of the bed and applied the
sling around the resident's back without fastening
the safety belt. The CNA instructed resident #2 to
hold onto the grips on the Bt The ragsident
requirad instruction several imes due to
confusion. CNA #2 used the iiff to ralse the
resident off the bed and while the resident was
dangling approximately thrae feet from the fioor,
the CNA retrieved the resident's whesl chair from
the bathroom and lowered the resident into the
wheel chair, :

1 Interview with CNA #2 on Aptil 7, 2010, at 7:40
8.m., in the resident's room revealed part of the
buckle for the safety belt was missing and the
CNA was unable to fasten it for the resident's
safety. - : '

Observation on April 7, 2010, at 7:56 am., in
resident #22's room, with the Registerad Nurse
Staff Education Coordinator revealed CNA #2
preparing resident #22 to be transferred in the lift
with the safety belt buckle missing, Continued
observation revealed the Registered Nurse Staff )
Education Coordinator checked the safety beit ,
and part of the safety belt buckie was missing.
interview on Agril 7, 2010, at 7:56 a.m., with the
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Registarad Nurse Staff Educsation Coordinator
confirmed the buckle was missing and the fiftwas
not safe to use for fransferdng residents, The RN
Staff Education Coordinator secured another lift
{o facilitate the transfer.
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